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Abstract 

Background: Globalisation has prompted countries to evaluate their position on trade in health services. However, 
this is often done from a multi-lateral, rather than a regional or bi-lateral perspective. In a previous review, we 
concluded that most of the issues raised could be better addressed from a bi-lateral relationship. We report here 
the results of a qualitative exercise to assess stakeholders' perceptions on the prospects for such a bi-lateral system, 
and its ability to address concerns associated with medical tourism. 

Methods: 30 semi-structured interviews were carried out with stakeholders, 20 in India and 10 in the UK, to assess 
their views on the potential offered by a bi-lateral relationship on medical tourism between both countries. Issues 
discussed include data availability, origin of medical tourists, quality and continuity of care, regulation and litigation, 
barriers to medical tourism, policy changes needed, and prospects for such a bi-lateral relationship. 

Results: The majority of stakeholders were concerned about the quality of health services patients would receive 
abroad, regulation and litigation procedures, lack of continuity of care, and the effect of such trade on the 
healthcare available to the local population in India. However, when considering trade from a bi-lateral point of 
view, there was disagreement on how these issues would apply. There was further disagreement on the 
importance of the Diaspora and the validity of the UK's 'rule' that patients should not fly more than three hours to 
obtain care. Although the opinion on the prospects for an India-UK bi-lateral relationship was varied, there was no 
consensus on what policy changes would be needed for such a relationship to take place. 

Conclusions: Whilst the literature review previously carried out suggested that a bi-lateral relationship would be 
best-placed to address the concerns regarding medical tourism, there was scepticism from the analysis provided in 
this paper based on the over-riding feeling that the political 'cost' involved was likely to be the major impediment. 
This makes the need for better evidence even more acute, as much of the current policy process could well be 
based on entrenched ideological positions, rather than secure evidence of impact. 



Background 

In an increasingly globalised world, countries are asses- 
sing their position on trade in health services [1]. 
Debates on the subject often centre on the World Trade 
Organisation's General Agreement on Trade in Services 
[2]. This is removed from the reality, however, where 
most trade takes place regionally or bi-laterally [3]. In 
addition, given that there is no systematic collection of 
data on the quantity of trade in health services that 
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takes place, or the impact it has on the health system 
[1], discussions on whether to liberalize this type of 
trade tend to be more influenced by ideology than evi- 
dence [4]. Different types of evidence are needed on this 
debate. These include basic data on trade flows across 
countries, evidence of the impact of this type of trade 
on economies and health systems, and a greater under- 
standing of how such trade is perceived, in terms of 
those involved in it, as barriers or facilitators, and the 
relative benefits and risks it presents. It is therefore 
important when seeking to understand and advise a 
country's position on trade to understand the various 
perspectives of those involved [5]. To our knowledge, 
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such an analysis of stakeholder perspectives has not 
been undertaken in the area of trade and health, which 
this paper seeks to address. 

The context for the study is medical tourism, as this is 
one of the highest profile modes of trade in health ser- 
vices (along with health worker migration) [1]. Medical 
tourism can be defined as the movement of patients 
across an international border for the purposes of 
obtaining healthcare. This is usually motivated by long 
waiting times, high costs of medical care or unavailabil- 
ity of care in the patients' home country [6,7]. This defi- 
nition includes both patients paying out of pocket and 
the potential scenarios where governments or insurance 
companies pre-arrange foreign healthcare treatment for 
patients. Although currently the vast majority of medical 
tourism occurs from patients arranging and paying for 
the medical services abroad themselves, arguably the 
biggest potential for this market lies within governments 
or insurance companies pre-arranging foreign care for 
patients. It is therefore the potential for the develop- 
ment of this latter form of medical tourism that this 
paper concentrates upon. Currently most medical tour- 
ism takes place by individuals privately arranging health- 
care in a foreign country. Often, medical tourism 
facilitators play a role in this by providing information 
on countries, hospitals and services, and sometimes 
even arranging the care for the patients. This, however, 
occurs under general regional or global agreements, 
which are by definition multi-lateral. 

There are no agreed figures for the number of people 
who go abroad for healthcare, and the data available in 
the literature are wide-ranging (from thousands to mil- 
lions) [8]. There have been several reports from consul- 
tancy firms which are often quoted to portray medical 
tourism as a market with great potential, but it is often 
unclear how their data were generated [9-11]. Medical 
tourism raises issues of quality of care [12], litigation 
[13,14], continuity of care [15], equity [16] and the crea- 
tion of an internal brain drain, where medical profes- 
sionals leave the public health service to work for the 
private hospitals that cater for (more profitable) foreign 
patients, further exacerbating staff shortages [17]. Coun- 
tries need to take these issues into account when decid- 
ing on whether (and to what extent) to liberalize trade 
in health services. However, a missing piece in the dis- 
cussion thus far has been a focus upon what type of 
trade relationship they may wish to engage in. 

The literature concerning medical tourism is expand- 
ing, and there have been several recent attempts to 
synthesise what is already known about this practice 
[4,8,18-20]. Although these reviews take different per- 
spectives on medical tourism, they all agree on the 
potential benefits and dangers it can bring to importing 
and exporting countries. Importing countries (those 



where the medical tourists come from, as these coun- 
tries are importing healthcare services) can benefit from 
lower costs and reduced waiting lists; however, there are 
concerns regarding quality of services and litigation pro- 
cedures. On the other hand, exporting countries (those 
that provide the health services to foreign patients) can 
bring in foreign exchange and may prevent health pro- 
fessionals leaving their country to work in overseas insti- 
tutions, but risk creating a two-tiered system, with 
foreign patients receiving better care than domestic 
patients. In addition, reviews highlight the dearth of pri- 
mary data available on medical tourism, both at the 
national and international level, and call for more 
empirical research to be carried out to ascertain the 
numbers of medical tourists and the procedures they 
undergo, as well as the validity of the claims made for 
and against this practice. Finally, the literature highlights 
the need for more and better regulatory frameworks for 
medical tourism, such as the creation of specific 
national medical guidelines to guide the provision of 
services to foreign patients [21], the adoption of equita- 
ble buying guidelines to address the impacts of medical 
tourism on equity [19], and the development of a com- 
mon international regulatory platform and reporting sys- 
tem, that goes beyond the current regulatory bodies, 
such as the Joint Commission International [4]. None- 
theless, these alternative frameworks do not address the 
principle trade-agreement between nation states, and in 
this respect this paper adds to the literature by explicitly 
seeking to gain information relating to the potential for 
a bi-lateral relationship to overcome some of the core 
concerns raised thus far in the context of multi-lateral 
trade agreements (e.g. GATS). 

To explore the range of issues, risks and opportunities 
offered to countries when engaging in bi-lateral - rather 
than multi-lateral - trade in more depth, the authors 
conducted a systematic literature review, which is 
reported elsewhere [Smith R, Martinez Alvarez M, 
Chanda R: Medical Tourism: a review of the literature 
and analysis of a role for bi-lateral trade, Submitted]. 
This literature review focussed on the UK and India as a 
case study of how the issues highlighted by the literature 
could be addressed from a bi-lateral perspective. The 
review supported the findings of the wider literature, as 
reported earlier, regarding the lack of empirical data on 
medical tourism and the potential benefits and risks that 
both importing and exporting countries face when enga- 
ging in this type of trade. 

The review did, however, conclude that most of the 
issues that arose could be better addressed from a bi-lat- 
eral relationship, where a contract can be drawn out 
between the two countries outlining, for instance, which 
hospitals would provide the care, what procedures 
would be followed should something go wrong, what 
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care the patients would receive before and after going 
abroad, and how this relationship could improve, rather 
than damage, the healthcare available to the local popu- 
lation. Nonetheless, there are still questions concerning 
the perception of such a bi-lateral system, and its ability 
to address concerns associated with medical tourism. 

In an effort to contribute further to this literature- 
based evidence, the authors thus subsequently carried 
out semi-structured interviews with key stakeholders in 
both India and in the UK. The aim was to elicit their 
views on the prospects and impediments for a bi-lateral 
trade relationship in medical tourism per se, and specifi- 
cally one between the UK and India as the principle 
case-study context for discussion (where the UK was 
seen as an importer and India as an exporter of medical 
services). This paper summarises the results from these 
interviews. Following this introduction, the methodology 
used to undertake and analyse the interviews is pro- 
vided, followed by the results. The discussion of these 
results is set within the context of the results from the 
previous literature review, with the paper concluding 
with lessons for further research and policy in this area. 

Methods 

A total of 30 semi-structured interviews were carried 
out, 20 in India and 10 in the UK. These two countries 
were chosen because: (i) the UK has some experience 
with cross-border mobility of patients within the Eur- 
opean Union; (ii) India has already made some inroads 
as an exporter of health services, for instance in the pro- 
vision of telemedicine services, and is one of the biggest 
players in medical tourism; and (iii) the two countries 
have historical ties, a common language, commonalities 
in the educational system, and there is a large Indian 
Diaspora population living in the UK, which would facil- 
itate this type of trade. The balance in the number of 
interviews between the two countries reflects the wider 
range of stakeholders in India, as a destination for medi- 
cal tourism, given the variety of the different providers 
of health services, and the different levels of government 
and private sector that would be involved in such a 
decision. The initial participants were selected to repre- 
sent the key stakeholders likely to be involved in medi- 
cal tourism as identified through the systematic review 
mentioned earlier; these were healthcare providers, 
members of the Department of Health and medical 
tourists. These stakeholders were accessed through a 
variety of methods. Healthcare providers and Depart- 
ment of Health officials were selected according to their 
role. Medical tourists were accessed through personal 
contacts of the authors. During the interviews, a snow- 
ball sampling technique was used to identify others that 
may have interest and be relevant to the study. The aim 
of using this type of sampling was to maximise the 



range of opinions and perspectives and to get as com- 
plete a picture on the subject as possible. Recruitment 
was undertaken until saturation was felt to have been 
reached (that no new substantive issues were being 
raised). The stakeholders that took part are listed in 
table 1. In addition, workshops were held in both India 
and the UK before and after the interviews took place 
with officials from the Department of Health, research- 
ers, think tanks, medical professionals and hospital man- 
agers. The aim of the workshops was twofold: (i) before 
the interviews took place, to map out the issues and dif- 
ferent perspectives on medical tourism, in order to 
guide the development of the semi-structured interview 
schedule; and (ii) after the interviews, to corroborate the 
findings and obtain any further insights. 

The interviews took place between November 2009 
and January 2010 and were carried out by one of the 
authors in the UK (MMA) and another author in India 
(RC). The interviews lasted approximately one hour, and 
were semi-structured in nature [22]. This required a 
qualitative instrument to be designed to guide the inter- 
views; as indicated, this was based on material obtained 
from the literature review and the first workshops 
[Smith R, Martinez Alvarez M, Chanda R: Medical 
Tourism: a review of the literature and analysis of a role 
for bi-lateral trade, Submitted]. An example is presented 
in Additional file 1: Appendix A. The instrument was 
used as a topic guide, but not all questions were covered 
in all of the interviews, nor were they asked in strictly 
the order that they are presented. Rather, the instrument 
was adapted to each participant. The broad themes 



Table 1 Stakeholders that took part in the study 



Stakeholder group 


Country 


Stakeholder Number 


Department of Health 


UK 


1, 2, 3, 


Ministry of Health 


India 


20,21 


Healthcare provider 


UK 


4 


Healthcare provider 


India 


13, 14, 16, 17, 18, 19, 22, 23, 24, 
25, 28, 


Medical tourism facilitator 1 


UK 


6 


Medical tourism facilitator 1 


India 


27 


Think tank 


UK 


7 


Medical tourists and 
companions 


UK 


8, 9, 10 


NG0 


India 


11 


Academic 


India 


26 


Insurance company 


India 


29,30 


Industry association 


UK 


5 


Industry association 


India 


12, 15 



1 ln the category of Medical tourism facilitators we included agencies that 
either pre-arranged services for the medical tourists (including transport, 
hospital stay, medical procedures, accompanying person} or provided 
information services on medical tourism, destinations and providers to 
potential medical tourists. 
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were: general perspectives, medical tourism-related 
activities and operations, and policy issues. 

The interviews were conducted face-to-face or over 
the telephone, and the answers recorded by hand, and 
then typed up. Written consent was obtained from each 
interviewee before the interview took place. 

The interview transcripts were analysed using the- 
matic [23] and directed content analysis [24]. The 
scripts were reviewed and themes were identified. These 
were coded based on the results from the literature 
review and the workshops carried out previously by the 
authors. Any additional themes that arose from the 
transcripts were incorporated (see table 2 for a complete 
list of coding categories). This was carried out by the 
first author (MMA), and approved by the other authors 
(RC and RS). No software was used in the analysis of 
the interviews. 

Results 

A summary of all the coding categories and the fre- 
quency of these by the different groups of stakeholders 



are shown in table 2. The core findings from this are 
explored in more detail below. 

Data availability 

The review of the literature carried out previously by 
the authors had shown that there was very little data, 
and of poor quality, available on medical tourism flows. 
This is of concern, since in order to determine the scale 
and impact of medical tourism, data is needed by pol- 
icy-makers on, for instance, the numbers of medical 
tourists, the revenues these bring, the outcomes of treat- 
ment and the impacts medical tourism has on the home 
and destination health system. Some of the Indian 
healthcare providers interviewed estimated that foreign 
patients made up 5-7% of all patients they treated, with 
foreign patients representing a slightly higher share of 
revenue source (although this figure includes foreign 
patients that were not medical tourists). Many respon- 
dents quoted figures from reports carried out by the 
Confederation of Indian Industries, McKenzie and 
Deloitte suggesting the promising prospects for medical 



Table 2 Coding categories and frequency by groups 



Coding Category 1 


Frequency by groups 












Government 
officials 


Healthcare 
providers 


Medical 
Tourism 
Facilitators 


Medical Tourists (UK nationals) 


Industry 
associations 


Insurance company Others 1 




UK India 


UK India 


UK India 




UK India 




Data 8 11 1 


Countries 


1 


10 


1 




2 


2 


Regulation 


1 


8 


1 




1 


1 2 


Quality 


1 


1 4 


1 


1 


1 


1 3 


Litigation 


2 


1 2 


1 


2 


2 


1 


three hour "rule" 


2 1 


3 




2 


2 


2 


Role of government 


1 


6 


1 




1 


4 


Diaspora 


2 2 


1 6 




1 


1 


3 


Local population 


1 1 


3 


1 




1 


3 


Continuity of care 


1 


1 1 




2 




1 


Prospects 


2 


1 2 


1 






1 


Perception of India 




3 


1 




1 


1 1 



1 The coding categories were identified from the interview transcripts, and influenced by the literature search. They are summarised here. Data: Any data that the 
participant had available on the size of the medical tourism market, either in global/national terms or numbers from their institution. Countries: Participants were 
asked to name countries involved in medical tourism, both as importers and exporters. Regulation: Although not specifically asked for, the lack of regulation of 
the medical tourism market, and the perceived lack of regulation in health services in the exporting country were mentioned by a significant number of the 
participants as a key concern. Quality: Similarly, the quality of the healthcare services obtained abroad was a key concern for the stakeholders interviewed. 
Litigation: Many stakeholders showed concerns about the differences in malpractice laws and litigation procedures between the exporting and importing 
countries. Three hour 'rule': One of the key barriers highlighted specific to the UK market, the three hour flight restriction on how far patients can travel to 
obtain healthcare was also highlighted by the respondents. Role of government: A bi-lateral agreement between the UK and India on medical tourism would 
need both governments to be involved; we therefore asked participants on what role (if any) they thought government should have in this. Diaspora: The 
Diaspora appeared to be a key target audience for medical tourism, as the perception was that many would prefer to return "home" for care. Local population: 
Another key concern highlighted in the literature and many of the interviews was the impact medical tourism would have on the healthcare available to the 
local population. Continuity of care: Many of the stakeholders highlighted the lack of continuity of care a patient would experience when going abroad as a 
major issue. Additionally, some also feared they may cause a bigger burden on the health system if they have complications once they return. Prospects: This 
category included respondents' views on the prospects for a bi-lateral trade relationship on medical tourism between the UK and India. Perception of India: 
Participants' perception of India was a key influence on their views on the viability for this type of trade relationship between the two countries. 
Think tank, NGO, Public Health Foundation of India 
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tourism, rather than actual current figures, whilst others, 
such as medical tourism facilitators, were highly critical 
of these reports: 

Medical tourism is a much overhyped market. People 
have a vested interest saying it is the next big thing, but 
the numbers are exaggerated ... However, because of 
these high figures, people see it as a growth market, 
which results in too many organisations in the market 
(hospitals, countries, agents) but not enough patients to 
go round. (Respondent #6, UK medical tourism 
facilitator) 

In general, it was clear that the stakeholders inter- 
viewed had very little information on the current status 
of medical tourism in general, and that related to India 
and the UK specifically, generating concern for the 
development of policy concerning this area. 

Origin of medical tourists 

Most respondents commented on the target population 
for the private hospitals in India that attract medical 
tourists. When asked about which countries interna- 
tional patients came from, most participants from India 
named neighbouring and low-income countries, with 
the UK rating low on their priority list. A typical 
response was that: 

The bulk of foreign patients come from Afghanistan, 
Bangladesh, Nigeria, Iraq, and Ethiopia. The SAARC 
[South Asian Association for Regional Coordination] 
countries account for 50% of all foreign patients, another 
20-25% are from Afghanistan, 3.5% or so from the Mid- 
dle East, 3% from the US ... The UK is not a large mar- 
ket (Respondent #18, Indian healthcare provider) 

There was also widespread agreement, both from the 
respondents in the UK and in India, that the Diaspora 
community would be willing to travel back "home" for 
treatment. However, opinion was divided on the signifi- 
cance of this population. Most of the UK and some of 
the Indian stakeholders believed that the number of 
these potential travellers would be small in absolute 
terms: 

There are small numbers of citizens of an Indian origin 
that would benefit from this type of arrangement, for cul- 
tural or religious reasons, but the numbers are small 
(Respondent #1, UK Department of Health) 

Whereas, the majority of the Indian participants 
believed them to be a key target group for medical 
tourism: 

The main audience could be the NRI [Non-Resident 
Indian] population in these developed countries (Respon- 
dent #12, Indian industry association); 

Nonetheless, there was widespread agreement between 
stakeholders that hospitals in India should concentrate 
on the large domestic market, before targeting foreign 
patients; this was the view of government officials in 



both countries, members of academic and industry asso- 
ciations, although, perhaps predictably, only a small pro- 
portion of the Indian healthcare providers. 

Indian private hospitals argue they have a lot of extra 
capacity. However, it is hard to believe they are covering 
the whole of the Indian population (Respondent #5, UK 
industry association) 

The negative part of this is that to chase that foreign 
segment of patients, we may end up neglecting others 
needing healthcare in our own country (Respondent #11, 
Indian NGO) 

The medical tourists interviewed did not comment on 
this issue. 

Quality, perception, regulation and litigation 

The majority of the UK stakeholders interviewed 
showed concerns regarding the quality of healthcare in 
India, and a potential lack of regulation. 

In the UK we have the Care Quality Commission, 
guidelines, etc., but how do you ensure that the stan- 
dards are the same or better? (Respondent #4, UK 
healthcare provider) 

However, this was contradicted by most of their 
Indian counterparts, who believed healthcare providers 
in India have made great progress in obtaining national 
and international accreditation, and that the standard of 
care was very high. They were, though, very aware of 
the poor perception that the UK had of Indian 
healthcare. 

The main barrier is perception ... but the procedures 
and staff are of top quality ... Quality is not a problem 
for Indian corporate hospitals as 70-80% of their doctors 
are often trained in the UK and the standards are 
equivalent to those in the US or the UK (Respondent 
#17, Indian healthcare provider) 

Now NABH [National Accreditation Board for Hospi- 
tals & Healthcare providers] is ISQua [International 
Society for Quality in healthcare] accredited. By this cer- 
tification, the basic level of hospital quality is now 
ensured in India. (Respondent #14, Indian healthcare 
provider) 

Nevertheless, this was not the opinion of all Indian 
stakeholders: whilst most healthcare providers agreed 
that standards were high and regulation was necessary, 
some members of academic and industry associations 
believed the accreditation industry was not as reliable as 
some believe it to be, and many establishments were 
wasting their money getting different types of 
accreditation. 

There is concern that now with the NABH and the 
insistence on it being mandatory, quality may come 
down over time ... There is also corruption among the 
auditors and the process of accreditation can be ques- 
tioned (Respondent #22, Indian healthcare provider) 
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When discussing quality concerns, most participants 
linked these to the issue of litigation, which was a con- 
cern across the board for Indian and UK stakeholders. 

Under a bilateral agreement, care in India would be 
commissioned by the NHS, and therefore the NHS is 
automatically responsible for any litigation payments, 
which would outweigh the savings made (Respondent #1, 
UK Department of Health) 

If one patient sues us, we can have huge problems ... 
We do not follow systems but have money and influence 
... Our legal framework is poor. In the consumer court, 
the number of pending cases is huge and corruption is 
also at a high level (Respondent #12, India industry 
association) 

There are concerns about medical malpractice. The 
company has decided to stay away from issues of liabi- 
lity. There are indemnity clauses built in (Respondent 
#27, Indian medical tourism facilitator) 

Interestingly, the medical tourists that took part in the 
interviews did not think they had the right to any sort 
of compensation, only one had ensured that the hospital 
would take full responsibility and carry out any further 
procedures for free should anything have gone wrong. 
One medical tourist had experienced bad quality and 
potential medical malpractice, but no action was taken. 

Many weeks after the surgery she [respondent's 
mother] was no better but they [the doctors in India] 
did not listen to us and told us that it would get better 
in time. My mum's problem has got worse with more 
complications and the doctors here said the surgery there 
was not required. We believe that the doctor there used 
us just to make a profit (Respondent #10, medical tour- 
ist companion). 

Three hour 'rule' 

One of the most controversial issues was the three-hour 
'rule'. This 'rule' was supposedly devised by the UK 
Department of Health when considering sending 
patients for care to other EU countries, as part of EU- 
wide legislation, stating that patients were not allowed 
to be treated in countries that were more than three- 
hours flying time away. The participants from India 
thought that this was a major formal barrier for the 
NHS when considering sending patients to India. 

The main problem is the three hour restriction by the 
NHS. This has to be taken up in a bilateral dialogue 
with the UK on a regular basis and the time has to be 
increased to eight hours to cover India (Respondent #21, 
Indian Ministry of Health) 

However, the opinion in the UK was divided. 
Although respondents from industry considered it an 
important barrier, it was interesting that participants 
from both the NHS and the Department of Health con- 
sidered it only "informal guidance": 



This is neither a legal rule nor formal guidance. How 
far someone can travel depends on the clinical needs of 
the individual. The three hour rule is not a formal bind- 
ing, and it is not used ... it is up to consultants and 
PCTs [Primary Care Trusts] to decide how long someone 
can travel ... It wouldn't make sense, as there are areas 
within the EU that are further than 3 hours! (Respon- 
dent #1, UK Department of Health) 

The patients interviewed strongly disagreed with the 
'rule': 

It's a ridiculous rule. If they are willing to consider 
sending patients to the EU on a case-by-case basis, then 
they should use that same basis to let them go further. 
This would not be the case for patients that would need 
heart surgery, but for things like knee, joints, fingers, eyes, 
etc. (Respondent #8, medical tourist) 

Clearly the status of such a 'rule', illustrative of other 
perceived barriers in other contexts, is of major signifi- 
cance to establish in any discussions about more formal 
trade agreements in this area. 

Continuity of care 

The problem of continuity of care was highlighted by all 
groups of participants, both in the UK and in India. In 
fact, for the UK respondents, it appeared to be a more 
important issue than the 'three-hour rule'. 

If they [medical tourists] need continuity of care, espe- 
cially if problems occur, who is going to be there to fix 
them? There would be an unwillingness here [UK] 
(Respondent #4, UK healthcare provider) 

Patients also showed concerns about continuity of 
care, although they did not express any problems in get- 
ting care once they returned. 

They [domestic healthcare providers] should at least 
arrange the aftercare and pre-treatment for those that 
choose to go privately, as they would be saving money by 
not having to operate on them (Respondent #9, medical 
tourist) 

Prospects and policy changes needed 

In general, respondents believed the prospects for a bi- 
lateral relationship in this type of trade in health ser- 
vices between India and the UK to be low given the pre- 
sent circumstances. 

The UK government ... does not see what value there 
would be from setting such an arrangement (Respondent 
#1, UK Department of Health) 

We are not a good option for the UK (Respondent #12, 
India industry association) 

When asked about what policy changes would be 
needed to enable this relationship and what (if any) role 
the governments on each country should play, there was 
widespread disagreement amongst the participants. 
Although most of the UK participants showed some 
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concern regarding the level at which changes should 
take place, they all believed whatever changes were 
required simply would not happen. 

It is never going to happen ... It could not happen poli- 
tically. It may make logical sense, but it would never 
happen in the real world (Respondent #6, UK medical 
tourism facilitator) 

A very sophisticated bilateral agreement would need to 
be produced. But the NHS is facing bigger problems at 
the moment, and no government would devote resources 
to achieving that (Respondent #7, UK think tank) 

The Indian participants disagreed on whether the 
Indian government should be actively involved in facili- 
tating medical tourism. The majority of the respondents, 
including those from Indian healthcare establishments, 
believed that the government should be involved, 
whereas the respondents from the Ministry of Health 
and academic and industry associations did not. 

The government of India should focus on medical 
value travel as a source of foreign exchange. It can also 
help improve standards, skills, enable international 
accreditation and in the process help domestic patients 
(Respondent #18, Indian healthcare provider) 

The official position can never be to focus on medical 
tourism as this would be perceived as coming at the cost 
of public health (Respondent #21, Indian Ministry of 
Health) 

Overall, although there was some indication that 
movement toward a bi-lateral agreement on medical 
tourism may make some sense on both sides, the politi- 
cal 'cost' involved was likely to be the major impediment 
to any movement in practice and in the foreseeable 
future. 

Discussion 

Of the key themes identified, there was agreement 
between the stakeholders on the importance of regional 
travel and proximity, quality, regulation, litigation, conti- 
nuity of care and the low prospects for a bilateral rela- 
tionship between India and the UK on medical tourism. 
However, there were disagreements on the importance 
of the Diaspora in medical tourism, whether countries 
like India should concentrate on the local population 
before offering services to foreign patients or if they 
should focus on this industry to raise foreign exchange, 
the status of the three hour 'rule', and what policy 
changes would be needed for such a relationship to 
prosper (including the role of government). 

These results are subject to two important caveats. 
First, two different interviewers were involved (one in 
the UK and one in India), and although the same inter- 
view instrument was used there may have been differ- 
ences in the way questions were asked or answers 



recorded. Second, the stakeholders approached in India 
were more willing to participate in the interviews than 
those approached in the UK. This means that the opi- 
nion of those who were not willing to participate from 
the UK was not represented. 

This research supports some of the concerns found 
in the literature, including quality of care [14], litiga- 
tion [13,25], continuity of care [15,26] and the poten- 
tially harmful impact medical tourism may have on the 
local population [19,21,27]. However, as highlighted 
above, not all stakeholders were in support of these 
arguments. In addition, this research has shed some 
light on other issues, such as the uncertainty surround- 
ing three hour 'rule', the importance of the Diaspora 
and has provided some indication on the amount of 
foreign patients that Indian private hospitals provide 
medical treatment to. Although the UK and India were 
selected as a case study in this research, this is not an 
exclusive example where this type of trade could take 
place. The UK has cultural links with many other 
countries where English is widely spoken that offer 
medical tourism services, and India attracts medical 
tourists from across the world. 

Nevertheless, when policy makers have to make deci- 
sions on whether to engage in this type of trade, this 
takes place largely in a data vacuum, given that there is 
no data on the amount of medical tourism that goes on, 
and what impacts it has on the exporting and importing 
health system. As this research shows, opinion amongst 
stakeholders in this field is often divided. These issues 
cannot be resolved until more and better quality data 
becomes available. 

More research is needed to determine the flows of 
medical tourism, including the total numbers, what 
countries they come from and where they get treated. 
Additionally, it is essential that there is more evidence 
on the impact medical tourism is having, both on 
importing and exporting countries, as at present, it is 
impossible to know whether the concerns outlined in 
the literature and in these interviews are likely to be rea- 
lised. Finally, it is of particular importance to examine 
the effect different types of trade relationships might 
have. In this respect, whilst the literature review pre- 
viously carried out by authors suggested that a bi-lateral 
relationship would be best-placed to address the con- 
cerns raised regarding medical tourism, there was scep- 
ticism from the analysis provided in this paper based on 
the over-riding feeling that the political 'cost' involved 
was likely to be the major impediment. This makes the 
need for better evidence even more acute, as much of 
the current policy process could well be based on 
entrenched ideological positions, rather than secure evi- 
dence of impact. 
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This research can also provide some policy recom- 
mendations. The literature suggests that medical tour- 
ism can cut costs, improve waiting lists (from the 
perspective of importing countries) and generate rev- 
enue and improve the national healthcare (from the per- 
spective of exporting countries). Given these, 
policymakers should consider medical tourism as an 
option to improve their health services. This is particu- 
larly important in the current climate where countries 
are facing budget cuts spurned on by the financial crisis. 
When evaluating the different options available, policy- 
makers should consider engaging in a bi-lateral relation- 
ship, as it has the most potential to ensure the interests 
of the patients on both countries are prioritised. This 
could also be addressed through the ongoing EU-India 
trade negotiations, which also cover services. 

In conclusion, there are a wide variety of barriers 
affecting medical tourism, including restrictions on tra- 
vel by governments and concerns about quality, regula- 
tions and litigation. In order to increase trade, these 
barriers need to be addressed. The results from the lit- 
erature review reported elsewhere [Smith R, Martinez 
Alvarez M, Chanda R: Medical Tourism: a review of the 
literature and analysis of a role for bi-lateral trade, Sub- 
mitted] suggests that a bi-lateral relationship is best- 
placed to tackle these barriers. However, results from 
the analysis reported here suggest that it is the political 
sensibility that is the major barrier to be overcome. In 
this respect, it is worth remembering that policy deci- 
sions affecting this type of trade in health services are 
largely taking place in a data vacuum. It is therefore 
imperative for more studies and surveys to be carried 
out and for more empirical data to be collected, in par- 
ticular data on the size of the medical tourism market, 
pricing of services, regional breakdown of markets, and 
the impact of different forms of trade agreement. 

Additional material 



Additional file 1: Appendix A. Discussion Guide for Medical Tourism 
Importer. A sample discussion guide used in carrying out the interviews. 
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